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ABSTRACT
Background: Reviewing validated glaucoma disease‐specific tools for measuring adherence could encourage adherence

monitoring to avoid progressive visual field losses in people living with glaucoma.

Aim: To review the literature on validated disease‐specific tools for measuring adherence to glaucoma medications.

Methods: Relevant peer‐reviewed publications from the year 2000 to 2022 from PubMed, EMBASE, Scopus, and PROquest

were retrieved. For each search conducted, the name of the search engine used, date of search, number of publications

retrieved, and keywords used were documented. The selected articles were reviewed for inclusion and assessed for biases and

quality. Each tool was described by the type of measurement, technique for measurement, strengths and weaknesses, and

method of validation, respectively.

Results: Out of the 10 included articles, seven glaucoma disease‐specific tools were identified namely; Glaucoma Treatment

Compliance Assessment Tool‐Short form (GTCAT‐S), Glaucoma Treatment Compliance Assessment Tool‐Long form (GTCAT‐
L), Travatan Dosing Aid (TDA), Eye‐Drop Satisfaction Questionnaire (EDSQ), Glaucoma Adherence Questionnaire‐Revised
(GAQ‐R), Glaucoma Adherence Questionnaire‐Old (GAQ‐O), and Schwartz Adherence Questionnaire (SAQ). Three studies had

a low risk of bias, and seven recorded a moderate risk of bias. The TDA, GTCAT‐S, and GTCAT‐L were rated as high‐quality
tools.

Conclusions: Seven glaucoma disease‐specific tools for measuring adherence were found. Integration of regular measurement

of medication adherence as part of care for glaucoma patients would be beneficial for both patients and providers of eye care.

1 | Introduction

Globally, glaucoma remains a significant sight‐threatening disease
with public health and economic implications [1]. It is the second
leading cause of irreversible blindness globally and is character-
ized by optic neuropathies and raised intraocular pressure (IOP)
[1, 2]. In automated visual field examination, the diseases is

marked by specific structural findings in the optic disk together
with functional defects [2]. About 60% of the nerve fibers are
damaged before the appearance of defects in visual fields in most
eyes with glaucoma [3]. Compared to those in developed countr-
ies, people living with glaucoma in developing countries have a
higher risk of becoming blind as a result of progressive optic nerve
degeneration due to nonadherence to medication [4, 5].
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The use of ocular hypotensive medications plays a significant
role in the control of IOP in glaucomatous eyes [6–10].
Adherence to these medications is therefore crucial in the
management of the disease. Adherence to medication is the
extent to which the medication‐taking behavior of a patient
corresponds with recommendations from the doctor [11].
Nonadherent patients are known to experience progressive
reduction in their visual capabilities leading to low quality of
life in general [12–14].

Prevalence of nonadherence to medication among patients
with glaucoma is reported to range from 5% to 80%, with dif-
ferences in methodologies used accounting for this variation
[12, 15].

Several tools have been developed for measuring patients'
adherence to medication. These tools may be classified as
objective, subjective, direct, or indirect tools, respectively [16].
Subjective tools refer to the assessment of the medication‐taking
behavior of patients with the help of a validated questionnaire
[16]. The objective form of measuring adherence involves the
use of medication dose counts, pharmacy records, and electro-
nic monitoring systems [16]. The direct tools relate to the use of
biological markers or metabolite levels or concentrations which
may indicate an intake of medication by the patient [16]. The
indirect tools may refer to the use of both subjective and
objective tools for adherence measurement [16].

The use of validated glaucoma disease‐specific tools may be
more sensitive in revealing significant changes in the eye health
of people living with glaucoma compared to generic tools. Such
tools may also be the preferred choice of the patient as they
focus specifically on their ocular health.

Considering the health implications and economic burden of
nonadherence to glaucoma medications, it is imperative to
conduct a systematic review of glaucoma disease‐specific tools
for measuring adherence to glaucoma medications. Reviewing
these validated tools could promote adherence monitoring
which may help in improving patient safety by lowering
medication‐related harm to improve patient outcomes through
application of targeted treatments [17]. Also, monitoring of
adherence reduces healthcare costs and avoidable hospital stays
[18]. Additionally, it improves the patient−provider relation-
ship and informs the need for treatment adjustment or alter-
native therapies where possible [19].

This review will identify evidence‐based validated glaucoma
disease‐specific medication adherence measurement tools to
augment the management of glaucoma. The review may assist
clinicians and researchers in selecting validated glaucoma
disease‐specific tools for measuring adherence to glaucoma
medication.

2 | Methods

2.1 | Search Strategy

This systematic review examined relevant peer‐reviewed arti-
cles published from the year 2000 to 2022 in electronic

databases such as, PubMed, EMBASE, Scopus, and ProQuest.
Starting this review from the year 2000 is justified by the facts
that, some research before year 2000 may be outdated or less
relevant to current practice as research methods have im-
proved significantly since year 2000 with changes in guidelines
and policies and focus on contemporary issues.

Names of the search engines used, date of search, number of
publications retrieved, and keywords used were all recorded.
Selected articles were screened and reviewed for inclusion.
Titles, names of authors, year of article publication, and other
related variables were examined manually to remove duplicates.
The principal investigator (PI) together with other authors
independently reviewed each article for inclusion. Uncertainties
were resolved through consensus in the selection of the articles.
The “PICO” (Population, Intervention, Comparison/Control
and Outcome) framework with an addition of a time frame
factor (T) was used in structuring the review process (Table 1).

2.2 | The Research Question

The research question for this review was: “what are the vali-
dated glaucoma disease‐specific tools for measuring adherence
to glaucoma medications”?

The PICOT methodology was used to define the research
question above. We did not include a comparison in our PICOT
framework as our objective was to update readers on glaucoma
disease‐specific tools for measuring adherence to glaucoma
medications. We, therefore, had no intention of comparing the
tools to a gold standard. A schematic presentation of the
framework is illustrated in Table 1 below.

2.3 | Search Filters

We refined our search strategy by using search filters for study
design, measurement, and language. These filters included;
“Randomized Controlled Trial (RCT),” “Observational Study,”
“Cohort Study,” “Cross‐Sectional Study,” “Questionnaire,”
“Survey,” “Scale,” and “English.”

2.4 | Inclusion and Exclusion Criteria

The review included only peer‐reviewed articles published in
English language between the years 2000 and 2022. Peer‐
reviewed articles published in other languages, and non‐peer‐
reviewed publications, gray literature including reports, working
papers, government documents, white papers, and studies which
were not conducted within the period under consideration were
excluded. Figure 1 illustrates the flowchart of the study selection.

2.5 | Main Outcome Measure

The main outcome measure was an update on glaucoma
disease‐specific tools for measuring adherence to glaucoma
medications.
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2.6 | Data Extraction and Quality Analysis

Studies that met the inclusion criteria were considered for data
extraction and analysis. The extracted papers were assessed
considering the general characteristics of the studies, risk of
bias, the level of quality of the tools, and the classification of the
tools by the type of measurement, technique for measurement,
strength and weakness, and what is measured by the tool.

2.6.1 | General Characteristics of the Studies

The general characteristics of the selected studies included the
study objectives, the study design, the glaucoma disease‐specific
tool, the disease condition, the study setting, the study duration
(months), the country, and the reported limitations of the study.

2.6.2 | Risk of Bias Assessment for Selected Articles

Selection, performance, detection, and information biases were
evaluated using the Cochrane Collaboration Risk of Bias
assessment tool [21].

The Cochrane Collaboration Risk of Bias assessment tool was
adapted for this review to assess bias [21]. This was done by
modifying the tool by the removal of the domains specific to
RCTs, retaining relevant domains, and adding domains relevant
to non‐RCT designs such as selection bias.

2.6.3 | Quality Criteria

An assessment of the quality of the tools was done using a
methodology developed by a group of international ophthal-
mologists from 23 countries across the globe [22]. This meth-
odology had eight quality parameters which included pre‐study
hypothesis, intended population, item identification and selec-
tion, scoring, validity, sensitivity, responsiveness, and ease of
use. The quality of the tools was assessed as high (3), medium
(2), low (1), and not reported (0). The total scores were then
aggregated for each method to determine the level of quality of
the tool. Tools with a total score from 0 to 8, 9 to 16, and 17 to
24 were described as low quality, medium quality, and high‐
quality, respectively. A summary of the assessment is presented
on Figure 2 below.

TABLE 1 | Population, intervention, comparison, outcome, and time (PICOT) framework.

PICO Description Search terms and connectors (OR and AND)

Population Validated tools/scales/questionnaire/survey/
instrument/models/device/items for

measuring nonadherence.

Validated* OR tools*, validated* OR scales*, validate*
OR questionnaire*, validated* OR survey*, validated*
OR instrument*, validated* OR models*, validated

OR device, validated OR items.
Validated* AND tools*, validated* AND scales*,
validate* AND questionnaire*, validated* AND
survey*, validated* AND instrument*, validated*

AND models*, validated AND device, validated AND
items.

Intervention/
impact

Measurement of nonadherence. Measurement* OR nonadherence*, measurement* OR
nonadherence*, measurement* OR adherence*,

measurement* OR compliance*, measurement* OR
noncompliance*, measurement* OR persistence*.

Measurement* AND nonadherence*, measurement*
AND nonadherence*, measurement* AND

adherence*, measurement* AND compliance*,
measurement* AND noncompliance*, measurement*

AND persistence*.

Comparison — —
Outcome Update on glaucoma disease‐specific tools for

measuring adherence to glaucoma
medications.

Glaucoma* OR medication nonadherence
measurement*, glaucoma* OR medication adherence

measurement*, glaucoma* OR compliance
measurement*, glaucoma* OR noncompliance

measurement*.
Glaucoma* AND medication nonadherence
measurement*, glaucoma* AND medication
adherence measurement*, glaucoma* AND
compliance measurement*, glaucoma* AND

noncompliance measurement*.

Time Specific time frame for the study. Year 2000 to 2022.
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FIGURE 1 | PRISMA flowchart of the study selection [20].

FIGURE 2 | Quality criteria for assessing glaucoma disease‐specific tools for adherence measurement.
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2.6.4 | Classification of Glaucoma Disease‐Specific
Tools for Measuring Adherence to Glaucoma Medication

Additionally, an assessment of each of the tools was done in
terms of the strengths and weakness of the tools, the type of
measurement, that is either objective or subjective tools, the
technique for measurement, that is either direct or indirect tool,
what the tool measures, and the method of validation.

2.7 | Registration of Review

This review has been registered in the PROSPERO database for
systematic reviews with registration number; PROSPERO 2021
CRD42021272092.

3 | Results

3.1 | Identification of Glaucoma Disease‐Specific
Tools for Measuring Adherence

A total of 520 records were identified through database
searching. Three‐hundred and sixty‐eight articles were identi-
fied in PubMed, 78 in ProQuest, 72 in Embase, and two in
Scopus. After refining the search strategy with search filters, a
total of 75 articles were identified. After screening and removal
of duplicates, 34 articles were left as full‐text articles for elig-
ibility assessment. Eligibility assessment was done and 24 arti-
cles were excluded with the reasons being; 22 articles were not
relevant to the topic and two articles were not validated among
glaucoma patients.

Ten studies were finally included for qualitative synthesis after
a full‐text review. Figure 1 shows a PRISMA flowchart of the
study selection.

Of the 10 selected articles, seven glaucoma disease‐specific tools
for measuring adherence in glaucoma patients were identified
namely; Glaucoma Treatment Compliance Assessment Tool‐
Short form (GTCAT‐S), Glaucoma Treatment Compliance
Assessment Tool‐Long form (GTCAT‐L), Travatan Dosing Aid
(TDA), Eye‐Drop Satisfaction Questionnaire (EDSQ), Glaucoma
Adherence Questionnaire‐Revised (GAQ‐R), Glaucoma Adher-
ence Questionnaire‐Old (GAQ‐O), and Schwartz Adherence
Questionnaire (SAQ) (Table 2).

3.2 | General Characteristics of the Selected
Articles

Of the 10 studies analyzed, there were two each of cross‐
sectional studies, mixed methods, and observational case series
with repeated measures, and one each of RCT, cohort study,
psychometric analysis, and qualitative exploratory study,
respectively.

All of the studies were hospital‐based and explored glaucoma.
Four studies were conducted in the United States of America,
three in the United Kingdom, and two each were done in Brazil

and France. The study duration ranged from 1 month to
12 months. Key findings are summarized in Table 2.

3.3 | Risk of Bias Assessment

Three studies had a low risk of bias, whiles seven studies
recorded a moderate risk of bias (Table 3).

3.4 | Quality Level of the Tools

The TDA, GTCAT‐S, and GTCAT‐L had high‐quality scores,
respectively. The other tools recorded medium‐quality scores
(Table 4).

3.5 | Classification of the Tools by Strength,
Weakness, What Is Measured, and Method of
Validation

All the seven tools identified were indirect and noninvasive
techniques. The TDA was the only objective tool and the rest
were subjective (observer‐reported or patient‐reported) tools.
The classification of the tools by strength, weakness, what is
measured, and method of validation are presented on Table 5.

4 | Discussion

Making the best use of glaucoma medications is important to
eye health professionals and patients in view of the rising cost of
investments in new drug development and treatment regimens
[1]. After decades of research on glaucoma medication adher-
ence, there is still inadequate guidance for eye health profes-
sionals and researchers in the choice of the most suitable tool
for measuring adherence to glaucoma medications [16]. We,
therefore, conducted a systematic review to update clinicians
and researchers with disease‐specific tools for measuring
adherence to glaucoma medications. To the best of our
knowledge, this is the first systematic review of disease‐specific
tools for measuring adherence to glaucoma medications. Seven
glaucoma disease‐specific tools namely; the GTCAT‐S, GTCAT‐
L, TDA, EDSQ, GAQ‐R, GAQ‐O, and SAQ were identified.

An evaluation of these tools using quality criteria by Gazzard
et al. [22] revealed the TDA, GTCAT‐S and GTCAT‐L as high‐
quality tools and the others as medium‐quality tools. The low
risk of bias in our selected studies explains the use of valid
approaches in the selection of study participants, prevention of
bias, and analysis of data in the selected studies. The low‐risk
studies recorded the least bias with results considered valid. The
moderate risk studies had some level of bias but were not so
significant to invalidate the results of the studies. The use of
critical appraisal methods is essential in assessing the strengths
and weaknesses of studies included in systematic reviews [33].

The tools identified may be classified as subjective or objective
tools and as direct or indirect tools [16]. Our findings reveal that
all the tools reviewed were subjective, except the TDA which is
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an objective tool. Since none of the tools involve the use of
biological markers or metabolite levels or concentrations that
could suggest a patient is taking medicine, none of the tech-
niques could be categorized as a direct tool [16]. Direct tools are
highly acurate, less prone to bias, and provide real‐time infor-
mation [16]. They are, however, costly, invasive, and have
limited assessability [16].

All the seven tools identified are indirect tools since they assess
adherence through proxy measurements or patient‐reported
outcomes, rather than directly observing medication intake
through biological markers or metabolic concentration. Indirect
tools could therefore be either subjective or objective tools [16].
The indirect tools which are subjective are cost‐effective, easy to
use, widely available, and provide insight into patient medica-
tion intake behavior [16]. However, they are subject to bias,
depend on data quality, and have limited generalizability [16].

All the tools were developed through rigorous validation pro-
cesses that demonstrated significant reliability and validity. As a
subjective tool, the GTCAT‐L (a 47‐statement questionnaire)
assesses multiple behavioral factors associated with glaucoma
medication adherence [25]. Its development was based on the
Health Belief Model which explains that a person with a con-
dition such as glaucoma is more likely to adhere to medication
if he or she places a high value on the current state of vision and
also believes that the use of glaucoma medications would pre-
vent further visual deterioration [34, 35]. Several studies have
demonstrated the efficacy of the model in predicting health
behaviors [36–39]. The GTCAT‐L was validated using regres-
sion and factor analysis to ensure its relevance and compre-
hensiveness [25]. The validation of the GTCAT‐L demonstrated
an excellent content, construct, and predictive validity respec-
tively, with an excellent reliability [25]. Notable studies re-
porting the use of the GTCAT‐L include; Barker et al. [27] and
El‐Sakhy and El‐Rahman Mohamed [40].

The GTCAT‐S (27‐statement questionnaire) [24] is the reduced
version of the GTCAT‐L with more robust construct validity
compared to the GTCAT‐L [25]. Shorter‐length questionnaires
are known to improve response rate, predictive, and construct
validity [41, 42]. Validation of the tool in the Portuguese lan-
guage in Brazil showed an acceptable test−retest reliability and
internal consistency [26]. The validation utilized principal
component analysis (CPA) to reduce the original 47‐statement
GTCAT‐L to 27 statements and assessed predictive and con-
struct validity using multiple logistic regression analysis and
CPA with the Health Belief Model [24, 26]. Studies such as Cho
et al. [43] and Sanchez et al. [44] have used the GTCAT‐S in
assessing adherence.

The EDSQ is made up of 46 items, assessing six domains of
medication adherence namely; patient characteristics, treat-
ment characteristics, patient−clinician relationship, patient
experience, patient‐treatment interaction, and patient knowl-
edge about glaucoma [32]. It was developed through a quali-
tative interview of 15 French and English patients with
glaucoma [28]. The EDSQ was validated by cognitive debriefing,
expert review, factor analysis, internal consistency, and criterion
validity [32]. Additionally, regression analysis was used to pre-
dict adherence based on the EDSQ scores [32]. The tool provedT
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to be internally consistent and reliable with good construct
validity [32]. Few studies have used this tool in assessing
adherence to glaucoma medications [32, 45].

The original form of the GAQ (GAQ‐O) is a 42‐item tool de-
veloped through a review of available literature and discussions
by experts in the development of patient‐reported outcome
measures (PROMs) in ophthalmology [29]. Its domains include;
information on social status, knowledge of glaucoma, difficul-
ties in managing eye drops due to other medical conditions or
lifestyle, the support patients received for instilling drops, and
adherence status [29]. Its content and face validity were con-
firmed by the expert group and piloted among 50 patients [29].
Thus, the validation of the GAQ‐O was carried out through
expert panel review, cognitive debriefing, factor analysis,
internal consistency assessment, and criterion validation.
Regression analysis was further used in predicting adherence
based on GAQ scores [29].

To improve the GAQ‐O, a 39‐item questionnaire (GAQ‐R) was
developed [30]. Questions about glaucoma knowledge, inten-
tional and non‐intentional drop omission, social status, co‐
morbidity, support, and lifestyle factors affecting adherence
were included [30]. GAQ‐R was also validated through factor
analysis, internal consistency, test−retest reliability, criterion
validity, regression analysis, and item response theory proper-
ties [30]. The GAQ‐R may take lesser time to complete com-
pared to the GAQ‐O [30]. Studies such as Gray et al. [30] have
used this tool to evaluate the impact of individualized patient
care, as an adjunct to standard care.

The SAQ is a 62‐item tool developed based on the trans-
theoretical model of change [31]. The questions in this tool
include; demographics, health and medications, use of/prob-
lems with medications, and visual function [31]. These ques-
tions were derived from a review of ophthalmic and non‐
ophthalmic literature and modified and validated by a panel of
nine glaucoma specialists and behavioral and health economics
experts [31]. The SAQ was validated through an expert panel
review to confirm content relevance and cognitive debriefing to
ensure understanding. Factor analysis was further employed to
identify underlying constructs, internal consistency, and crite-
rion validity. Additionally, regression analysis was used to
predict adherence based on SAQ scores [31].

Subjective tools such as GTCAT‐L/S, GAQ‐O/R, SAQ, and
EDSQ, have components capable of identifying barriers to
medication adherence, assessing adherence behaviors and
evaluating self‐administration, eye drop satisfaction, and
knowledge and belief about glaucoma [24–32].

Subjective tools are mainly self‐reported tools which could be
distributed online and administered as structured interviews or
written questionnaires [16, 46]. They are noninvasive, easy‐to‐
use, inexpensive, accommodate different disease conditions,
and give real‐time feedback [47, 48]. These tools can easily be
adapted and validated in different patient populations and may
be useful in providing additional information about barriers to
adherence, attitudes, behaviors, beliefs, and intentions of pa-
tients about medications. Some studies have reported the
overestimation of adherence among patients using subjective

tools compared to objective tools due to recall or reporting bias
by patients [16, 46, 49]. Most of these tools take more time to
administer and may be affected by the communication skills of
the interviewer [16, 46].

The TDA, as an objective tool has an electronic drug monitor
and a medication event monitoring system (MEMS) that holds
for only travoprost medication [23]. A bottle of travoprost is
usually placed in the device and a lever is used to administer a
drop. It has a built‐in memory chip which records the time and
date each time the lever is depressed. It can only provide data
on the use of travoprost because the device was not designed to
accommodate other medication bottles. In the validation of the
TDA, a high accuracy and reliability was established with a 25%
increase in adherence rate, after correlating the TDA data with
patient self‐report data [23].

The TDA has widely been used in the validation of self‐reported
tools, although not a gold standard by consensus from the sci-
entific community involved in adherence measurements
[43, 46, 50–55]. The use of MEMS has been found to closely
correlate with the clinical effectiveness of several interventions
in clinical studies [56–58].

Compared to subjective tools, objective tools are highly accurate
and usually used as a standard for validating other tools. They
are known to be noninvasive, accurate, and give detailed
information on adherence levels. They give precise and detailed
information about the number of doses taken and other devi-
ations from the dosing regimen [16, 23]. With objective tools
such as the TDA, improper use of the device and opening the
container without taking the medication may contribute to
incorrect outcomes. The use of objective tools in large popula-
tions is limited by the relatively high price of the device, as well
as some practical issues like potential complications that may
arise with refilling the prescription in the local pharmacy or
some medication preparations [16, 23]. Objective tools may,
however, be expensive and currently not reimbursable by most
medical insurance agencies [23]. Patients may be aware of the
measurement (Hawthorne effects) which could bias the out-
come measure [16]. Objective tools may only be available for
certain medications, and there may not be any clear indication
that the drop is being instilled [16]. They may also have tech-
nical issues such as battery life challenges and device mal-
function [16].

This review has demonstrated the significance of using glau-
coma disease‐specific adherence tools in identifying non-
adherent patients and has provided guidance for eye care
professionals in the choice of tools for measuring adherence to
glaucoma medication. Understanding the similarities and dif-
ferences between these tools could assist healthcare providers
and researchers in choosing the most suitable tool for their
clinical needs and studies. However, there is currently no single
tool capable of meeting all the needs of end‐users, as each tool
has its inherent weaknesses.

The implications of these findings to clinical practice and
research is that the choice of a particular tool should be based
on; the objective of the measurement, the ease of use of the tool
in a clinical setting, the cost‐effectiveness of the tool, accuracy
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in assessing adherence, sensitivity in providing information on
possible barriers to adherence, and the ability to identify small
changes in the ocular health of patients. Integrating regular
adherence measurement in the management of glaucoma is
essential in assessing the impact of prescribed eye medications
on the ocular health of patients with glaucoma. Thus, these
tools could clinically serve as important endpoint measures for
evaluating treatment efficacy and interpreting clinical outcomes
such as IOP levels and visual field defects. Adherence mea-
surement could, therefore, serve as a key element in treatment
decision‐making.

The combination of two or more tools is recommended as it
offers better, more accurate and additional information on the
ocular health of patients with glaucoma.

The strength of this review is that it used four electronic data-
bases, sensitive search filters and the PRISMA statement. How-
ever, its limitation is the inclusion of only English‐language full‐
text articles, overlooking articles in other foreign‐language arti-
cles that could have also yielded some positive outcomes.

5 | Conclusions

Seven validated glaucoma disease‐specific tools for measuring
adherence were found namely; the GTCAT‐S, GTCAT‐L, TDA,
EDSQ, GAQ‐R, GAQ‐O, and SAQ. By understanding the char-
acterists of these tools, eye care professionals and researchers
can select the best tool for their patients' needs and studies
respectively. There is, therefore, a need to develop more glau-
coma disease‐specific adherence measuring tools to ensure
optimal care and management of patients with glaucoma. There
is also a need for eye care providers to integrate the measure-
ment of medication adherence as part of their regular care for
glaucoma patients.

Author Contributions

B. Abaidoo: conceptualization, investigation, funding acquisition,
writing–original draft, writing–review and editing, visualization, valida-
tion, methodology, software, formal analysis, project administration, data
curation, resources. K. P. Mashige: conceptualization, methodology,
writing–review and editing, supervision, investigation. P. Govender‐
Poonsamy: supervision, methodology, conceptualization, investigation,
writing–review, and editing. N. N. Tagoe: methodology, writing–review
and editing. V. A. Essuman: methodology, writing–review and editing.
S. Y. Adam: methodology, writing–review and editing.

Acknowledgments

The authors would like to thank the staff of the College of Health
Sciences Library, University of Ghana, Korle Bu for their assistance in
information retrieval. This was a self‐funded project by the principal
investigator.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

Data for this article is available upon reasonable request through the
corresponding author.

Transparency Statement

The lead author, B. Abaidoo, affirms that this manuscript is an honest,
accurate, and transparent account of the study being reported, that no
important aspects of the study have been omitted, and that any dis-
crepancies from the study as planned (and if relevant, registered) have
been explained.

References

1. S. R. Flaxman, R. R. A. Bourne, S. Resnikoff, et al., “Global Causes of
Blindness and Distance Vision Impairment 1990–2020: A Systematic Review
and Meta‐Analysis,” Lancet Global Health 5, no. 12 (2017): e1221–e1234.

2. P. J. Foster, R. Buhrmann, H. A Quigley, and G. J. Johnson, “Prev-
alence Surveys,” British Journal of Ophthalmology 86, no. 2 (2002):
238–243.

3. Collaborative Normal‐Tension Glaucoma Study Group,The Effec-
tiveness of Intraocular Pressure Reduction in the Treatment of Normal‐
Tension Glaucoma,” American Journal of Ophthalmology 126, no. 4
(1998): 498–505.

4. D. L. Budenz, K. Barton, J. Whiteside‐de Vos, et al., “Prevalence of
Glaucoma in an Urban West African Population: The Tema Eye Sur-
vey,” JAMA Ophthalmology 131, no. 5 (2013): 651–658.

5. H. A. Quigley, “Glaucoma's Optic Nerve Damage: Changing Clinical
Perspectives,” Annals of Ophthalmology 14, no. 14 (1982): 611–612.

6. M. O. Gordon, “The Ocular Hypertension Treatment Study: Baseline
Factors That Predict the Onset of Primary Open‐Angle Glaucoma,”
Archives of Ophthalmology 120, no. 6 (2002): 714–830.

7. R. J. Noecker, “The Management of Glaucoma and Intraocular
Hypertension: Current Approaches and Recent Advances,”
Therapeutics and Clinical Risk Management 2, no. 2 (2006): 193–205.

8. M. C. Leske, “Factors for Glaucoma Progression and the Effect of
Treatment: The Early Manifest Glaucoma Trial,” Archives of
Ophthalmology 121 (2003): 48–56.

9. A. Heijl, “Reduction of Intraocular Pressure and Glaucoma Progres-
sion: Results From the Early Manifest Glaucoma Trial,” Archives of
Ophthalmology 120 (2002): 1268–1279.

10. D. F. Garway‐Heath, D. P. Crabb, C. Bunce, et al., “Latanoprost for
Open‐Angle Glaucoma (UKGTS): A Randomised, Multicentre, Placebo‐
Controlled Trial,” Lancet 385, no. 9975 (April 2015): 1295–1304.

11. R. Nuño‐Solinís, “Adherence to Long‐Term Therapies: Evidence for
Action,” 2017.

12. C. Olthoff, J. Schouten, B. van de Borne, and C. Webers, “Non-
compliance With Ocular Hypotensive Treatment in Patients With
Glaucoma or Ocular Hypertension an Evidence‐Based Review,”
Ophthalmology 112, no. 112 (2005): 953–961.e7.

13. A. G. P. Konstas, G. Maskaleris, S. Gratsonidis, and C. Sardelli,
“Compliance and Viewpoint of Glaucoma Patients in Greece,” Eye 14
(2000): 752–756.

14. C. E. Reeder, M. Franklin, and T. J. Bramley, “Managed Care and
the Impact of Glaucoma,” supplement, American Journal of Managed
Care 14, no. S1 (2008): 5–10.

15. G. F. Schwartz and H. A. Quigley, “Adherence and Persistence With
Glaucoma Therapy,” Survey of Ophthalmology 53, no. S1 (2008):
S57–S68.

16. L. Osterberg and T. Blaschke, “Adherence to Medication,” New
England Journal of Medicine 353 (2005): 487–497.

17. M. C. Sokol, K. A. McGuigan, R. R. Verbrugge, and R. S. Epstein,
“Impact of Medication Adherence on Hospitalization Risk and Health
Care Cost,” Medical Care 43, no. 6 (2005): 521–530.

18. R. M. Benjamin, “Medication Adherence: Helping Patients Take Their
Medicines as Directed,” Public Health Reports 127, no. 1 (2012): 2–3.

16 of 18 Health Science Reports, 2025



19. S. N. Kucukarslan, A. M. Hagan, L. A. Shimp, C. A. Gaither, and
N. J. W. Lewis, “Integrating Medication Therapy Management in the
Primary Care Medical Home: A Review of Randomized Controlled
Trials,” American Journal of Health‐System Pharmacy 68, no. 4 (2011):
335–345.

20. D. Moher, A. Liberati, Tetzlaff, D. G. Altman, and PRISMA Group.
“Preferred Reporting Items for Systematic Reviews and Meta‐Analysis:
The PRISMA Statement,” PLoS Medicine 6, no. 7 (2009): e1000097.

21. J. P. T. Higgins, D. G. Altman, P. C. Gotzsche, et al., “The Cochrane
Collaboration's Tool for Assessing Risk of Bias in Randomised Trials,”
BMJ 343 (2011): d5928.

22. G. Gazzard, M. Kolko, M. Lester, and D. P. Crabb, “A Scoping
Review of Quality of Life Questionnaires in Glaucoma Patients,”
Journal of Glaucoma 30, no. 8 (2021): 732–743.

23. T. H. Cronin, M. Y. Kahook, K. L. Lathrop, and R. J. Noecker,
“Accuracy and Performance of a Commercially Available Dosing Aid,”
British Journal of Ophthalmology 91, no. 4 (April 2007): 497–499.

24. G. T. Barker and S. L. Mansberger, “Psychometric Properties of the
Reduced Version of the Glaucoma Treatment Compliance Assessment Tool
(GTCAT),” Ophthalmic Epidemiology 26, no. 1 (February 2019): 55–62.

25. S. L. Mansberger, C. R. Sheppler, T. M. McClure, et al., “Psycho-
metrics of a New Questionnaire to Assess Glaucoma Adherence: The
Glaucoma Treatment Compliance Assessment Tool (an American
Ophthalmological Society Thesis),” Transactions of the American
Ophthalmological Society 111 (2013): 1–16.

26. R. Y. Abe, L. C. Wen, G. T. Barker, and S. L. Mansberger, “Psy-
chometric Properties of the Glaucoma Treatment Compliance Assess-
ment Tool (GTCAT) in a Brazilian Population,” Journal of Glaucoma
27, no. 3 (2018): 257–265.

27. G. T. Barker, P. F. Cook, S. J. Schmiege, M. Y. Kahook, J. A. Kammer,
and S. L. Mansberger, “Psychometric Properties of the Glaucoma Treatment
Compliance Assessment Tool in a Multicenter Trial,” American Journal of
Ophthalmology 159, no. 6 (2015): 1092–1099.e2.

28. J. P. Nordmann, P. Denis, M. Vigneux, E. Trudeau, I. Guillemin, and
G. Berdeaux, “Development of the Conceptual Framework for the Eye‐
Drop Satisfaction Questionnaire (EDSQ) in Glaucoma Using a Quali-
tative Study,” BMC Health Services Research 7 (August 2007): 124.

29. T. A. Gray, C. Fenerty, R. Harper, et al., “Preliminary Survey of
Educational Support for Patients Prescribed Ocular Hypotensive Ther-
apy,” Eye 24, no. 12 (December 2010): 1777–1786.

30. T. A. Gray, C. Fenerty, R. Harper, et al., “Individualised Patient Care
as an Adjunct to Standard Care for Promoting Adherence to Ocular
Hypotensive Therapy: An Exploratory Randomised Controlled Trial,”
Eye 26, no. 3 (March 2012): 407–417.

31. G. F. Schwartz, K. S. Plake, and M. A. Mychaskiw, “An Assessment
of Readiness for Behaviour Change in Patients Prescribed Ocular
Hypotensive Therapy,” Eye 23, no. 8 (August 2009): 1668–1674.

32. A. Regnault, M. Viala‐Danten, H. Gilet, and G. Berdeaux, “Scoring
and Psychometric Properties of the Eye‐Drop Satisfaction Questionnaire
(EDSQ), an Instrument to Assess Satisfaction and Compliance With
Glaucoma Treatment,” BMC Ophthalmology 10 (February 2010): 1.

33. J. P. T. Higgins and S. Green, eds., Cochrane Handbook for Sys-
tematic Reviews of Interventions Version 5.1.0 (The Cochrane Collabo-
ration, 2011).

34. K. Glanz, B. K. Rimer, and F. M. Lewis, Health Behavior and Health
Education: Theory, Research, and Practice, 3rd ed. (Jossey‐Bass, 2002).

35. V. J. Strecher and I. M. Rosenstock, “The Health Belief Model,” in
Health Behavior and Health Education: Theory, Research, and Practice, 2nd
ed., eds. K. Glanz, F. M. Lewis, and B. K. Rimer (Jossey‐Bass, 1997), 41–58.

36. P. Norman and K. Brain, “An Application of an Extended Health
Belief Model to the Prediction of Breast Self‐Examination Among

Women With a Family History of Breast Cancer,” British Journal of
Health Psychology 10, no. pt. 1 (2005): 1–16.

37. D. O. Perkins, “Adherence to Antipsychotic Medications,” supple-
ment, Journal of Clinical Psychiatry 60, S21 (1999): 25–30.

38. J. Mirotznik, L. Feldman, and R. Stein, “The Health Belief Model
and Adherence With a Community Center–Based, Supervised Coronary
Heart Disease Exercise Program,” Journal of Community Health 20,
no. 3 (1995): 233–247.

39. M. Alogna, “Perception of Severity of Disease and Health Locus of
Control in Compliant and Noncompliant Diabetic Patients,” Diabetes
Care 3, no. 4 (1980): 533–534.

40. N. Mahmoud El‐Sakhy and A. Abd El‐Rahman Mohamed, “Factors
Affecting Adherence of Geriatric Patients with Glaucoma to Their
Topical Medications,” WJNS 5, no. 3 (2019): 170–180.

41. S. Sahlqvist, Y. Song, F. Bull, E. Adams, J. Preston, and D. Ogilvie,
“Effect of Questionnaire Length, Personalisation and Reminder Type on
Response Rate to a Complex Postal Survey: Randomised Controlled
Trial,” BMC Medical Research Methodology 11 (2011): 62.

42. J. G. Walt, R. Rendas‐Baum, M. Kosinski, and V. Patel, “Psycho-
metric Evaluation of the Glaucoma Symptom Identifier,” Journal of
Glaucoma 20, no. 3 (March 2011): 148–159.

43. J. Cho, L. M. Niziol, P. P. Lee, et al., “Comparison of Medication
Adherence Assessment Tools to Identify Glaucoma Medication Non-
adherence,” Ophthalmology Glaucoma 5, no. 2 (March/April 2022):
137–145.

44. F. G. Sanchez, S. L. Mansberger, and P. A. Newman‐Casey, “Pre-
dicting Adherence With the Glaucoma Treatment Compliance Assess-
ment Tool,” Journal of Glaucoma 29, no. 11 (November 2020):
1017–1024.

45. J. P. Nordmann, C. Baudouin, J. P. Renard, P. Denis, A. Regnault,
and G. Berdeaux, “Identification of Noncompliant Glaucoma Patients
Using Bayesian Networks and the Eye‐Drop Satisfaction Question-
naire,” Clinical Ophthalmology (Auckland, N.Z.) 4 (December 2010):
1489–1496.

46. L. E. Dreer, C. Girkin, and S. L. Mansberger, “Determinants of
Medication Adherence to Topical Glaucoma Therapy,” Journal of
Glaucoma 21, no. 4 (April/May 2012): 234–240.

47. J. Lacey, H. Cate, and D. C. Broadway, “Barriers to Adherence With
Glaucoma Medications: A Qualitative Research Study,” Eye 23 (2008):
924–932.

48. R. Sayner, D. M. Carpenter, S. J. Blalock, et al., “Accuracy of Patient‐
Reported Adherence to Glaucoma Medications on a Visual Analog Scale
Compared With Electronic Monitors,” Clinical Therapeutics 37 (2015):
1975–1985.

49. M. A. Kass, D. W. Meltzer, M. Gordon, D. Cooper, and J. Goldberg,
“Compliance With Topical Pilocarpine Treatment,” American Journal
of Ophthalmology 101, no. 5 (1986): 515–523.

50. D. S. Chang, D. S. Friedman, T. Frazier, R. Plyler, and M. V. Boland,
“Development and Validation of a Predictive Model for Nonadherence
With Once‐Daily Glaucoma Medications,” Ophthalmology 120, no. 7
(2013): 1396–1402.

51. G. C. M. Rossi, G. M. Pasinetti, L. Scudeller, R. Radaelli, and
P. E. Bianchi, “Do Adherence Rates and Glaucomatous Visual Field
Progression Correlate?,” European Journal of Ophthalmology 21, no. 4
(2011): 410–414.

52. M. Y. Kahook and R. J. Noecker, “Evaluation of Adherence to
Morning Versus Evening Glaucoma Medication Dosing Regimens,”
Clinical Ophthalmology (Auckland, N.Z.) 1, no. 1 (2007): 79–83.

53. G. C. M. Rossi, G. M. Pasinetti, L. Scudeller, C. Tinelli, G. Milano,
and P. E. Bianchi, “Monitoring Adherence Rates in Glaucoma Patients
Using the Travatan Dosing Aid. A 6‐Month Study Comparing Patients

17 of 18



on Travoprost 0.004% and Patients on Travoprost 0.004%/Timolol 0.5%
Fixed Combination,” Expert Opinion on Pharmacotherapy 11, no. 4
(2010): 499–504.

54. M. V. Boland, D. S. Chang, T. Frazier, R. Plyler, and D. S. Friedman,
“Electronic Monitoring to Assess Adherence With Once‐Daily Glau-
coma Medications and Risk Factors for Nonadherence: The Automated
Dosing Reminder Study,” JAMA Ophthalmology 132, no. 7 (2014):
838–844.

55. M. M. Hermann, A. M. Bron, C. P. Creuzot‐Garcher, and
M. Diestelhorst, “Measurement of Adherence to Brimonidine Therapy
for Glaucoma Using Electronic Monitoring,” Journal of Glaucoma 20,
no. 8 (2011): 502–508.

56. F. J. Acosta, E. Bosch, G. Sarmiento, N. Juanes, A. Caballero‐
Hidalgo, and T. Mayans, “Evaluation of Noncompliance in Schizo-
phrenia Patients Using Electronic Monitoring (MEMS) and Its Rela-
tionship to Sociodemographic, Clinical and Psychopathological
Variables,” Schizophrenia Research 107, no. 2–3 (2009): 213–217.

57. J. H. Arnsten, P. A. Demas, H. Farzadegan, et al., “Antiretroviral
Therapy Adherence and Viral Suppression in HIV‐Infected Drug Users:
Comparison of Self‐Report and Electronic Monitoring,” Clinical
Infectious Diseases 33, no. 8 (2001): 1417–1423.

58. D. Marin, A. Bazeos, F. X. Mahon, et al., “Adherence Is the Critical
Factor for Achieving Molecular Responses in Patients With Chronic
Myeloid Leukemia Who Achieve Complete Cytogenetic Responses on
Imatinib,” Journal of Clinical Oncology 28, no. 14 (2010): 2381–2388.

18 of 18 Health Science Reports, 2025


	Glaucoma Disease-Specific Adherence Measurement Tools Validated for Measuring Adherence to Glaucoma Medications: A Systematic Review
	1 Introduction
	2 Methods
	2.1 Search Strategy
	2.2 The Research Question
	2.3 Search Filters
	2.4 Inclusion and Exclusion Criteria
	2.5 Main Outcome Measure
	2.6 Data Extraction and Quality Analysis
	2.6.1 General Characteristics of the Studies
	2.6.2 Risk of Bias Assessment for Selected Articles
	2.6.3 Quality Criteria
	2.6.4 Classification of Glaucoma Disease-Specific Tools for Measuring Adherence to Glaucoma Medication

	2.7 Registration of Review

	3 Results
	3.1 Identification of Glaucoma Disease-Specific Tools for Measuring Adherence
	3.2 General Characteristics of the Selected Articles
	3.3 Risk of Bias Assessment
	3.4 Quality Level of the Tools
	3.5 Classification of the Tools by Strength, Weakness, What Is Measured, and Method of Validation

	4 Discussion
	5 Conclusions
	Author Contributions
	Acknowledgments
	Conflicts of Interest
	Data Availability Statement
	Transparency Statement
	References




